M
ajor depression is an important determinant of population health status for 3 reasons. First, the prevalence is very high-4.5% annually, according to the Canadian Community Health Survey, Mental Health and Well-being (see http://www.statcan.ca/english/freepub/82-617-XIE/ index.htm). Second, major depression is associated with impairments in functioning and well-being comparable to impairments associated with other major medical conditions (1) . Third, major depression contributes to premature death, with a relative mortality of approximately 1.7 (2) . Several countries have adopted public health initiatives against this condition (3,4; see www.health.gov.au/depression/). As reviewed by Katon (3) , many initiatives sought to increase treatment utilization and to improve clinical outcomes through professional education and disease management.
In Canada, there has been no national initiative against major depression. Nevertheless, the Canadian public health care system should, in principle, be capable of delivering necessary services in a way that is both accessible and effective. Over time, the stigma associated with mental illness may be diminishing, potentially leading to improved rates of treatment utilization and acceptance. Further, the Canadian Psychiatric Association has supported the development and dissemination of clinical practice guidelines for depressive disorders (4) . Two Canadian studies examine utilization rates in localized populations: 1 in Edmonton (5) and 1 in Ontario (6, 7) . Bristow recently published a review of studies examining treatment seeking for major depression (8) . The published literature shows a trend toward higher rates of treatment seeking in more recent years.
Data collected by Statistics Canada in the National Population Health Survey (NPHS) offer a unique opportunity to track the utilization of various health care services over time in a longitudinal cohort in Canada. Data have shown that, between 1994 and 1998, antidepressant (AD) use in Canada increased (9) . In this paper, previously reported results from the NPHS are updated to 2000, and the analysis is extended to include additional indicators of health service utilization.
Methods
The NPHS is a longitudinal study of a probability sample of the Canadian national population, with the exception of military bases, Native reserves, and some remote areas. The original NPHS survey took place during 1994 through 1995 and included 17 626 subjects. Of these subjects, 14 713 were aged over 15 years and are included in the current analysis. Subsequently, the cohort has been reinterviewed every 2 years, and data from the 1996-1997, 1998-1999, and 2000-2001 survey iterations have been released by Statistics Canada. Response rates have generally been high, and attrition at individual cycles has been relatively low ( Table 1) . The analyses presented here derive from 9438 eligible subjects aged over 15 years in 1994-1995, with complete data collection at each follow-up interval.
The NPHS interview asks respondents to produce medication containers for all medications taken in the 2 days preceding the interview. Medication names are recorded and coded using Anatomic Therapeutic Classification (ATC) codes (10). The NPHS employed a brief predictive instrument designed to identify probable episodes of major depression in the year preceding the interview. The instrument, called the Composite International Diagnostic Interview Short Form for Major Depression (CIDI-SFMD), was originally developed by Kessler and colleagues (11) . Validation studies suggest that the CIDI-SFMD is sensitive but may be somewhat nonspecific (12,13) for major depressive episodes (MDEs). The CIDI-SFMD provides a 12-month period prevalence estimate. Period prevalence refers to the proportion of the population meeting DSM-IV criteria for major depression at any time in the preceding year.
The NPHS measured treatment utilization in various ways other than medication use. The interview also included an item evaluating whether subjects had consulted with a health professional about their mental health and an item evaluating the frequency of these consultations. Additional indices of health care utilization not specific to mental health were covered in the NPHS interview: overnight stays in hospital; 
Results
In this cohort, the annual prevalence of major depression was highest in 1994-1995 at 5.6% (95%CI, 5.0 to 6.2) and has remained essentially unchanged in the subsequent data collection cycles: 4.6% in 1996-1997, 4.7% in 1998-1999, and 4.8% in 2000-2001. During the 4 data collection cycles, 11.8% of the subjects had an MDE during 1 or more of the interviews. Of these, 81.1% had an episode detected during 1 of the interviews, 13.6% during 2 of the interviews, and 3.7% during 3 of the interviews; 2.1% had an episode detected in each of the 4 data collection interviews. Since the interviews covered four 1-year periods spaced 2 years apart, the frequencies represent only an approximation of the actual number of episodes experienced by the subjects.
During this interval, use of AD medications increased among respondents with past-year episodes of major depression. In 1994-1995, fewer than 15% of Canadians in this category were taking an AD medication at the time of the survey. Figure 1 shows that the frequency doubled in the following 6 years. Most of the increase occurred for serotonin reuptake inhibitors (SRIs) (that is, a group including fluoxetine, fluvoxamine, paroxetine, and sertraline) and for the "other" category.
The "other" category included ADs except for SRIs and tricyclic antidepressants (TCAs). Citalopram was also included in the "other" group because it had not been assigned an ATC code at the time of the 2000-2001 NPHS data collection cycle.
Earlier reports indicate that, while major depression prevalence is high in persons aged under 35 years and declines with age, AD use in this age group is lowest and increases with age, suggesting that AD medications may be underutilized in this strata (15) . Data from the 1994-1995 NPHS support these assertions. Among those with complete data collection during the survey, only 6.8% (95%CI, 3.0 to 10.6) of respondents aged 15 to 34 years with a past-year MDE were taking ADs, compared with 21.0% (95%CI, 13.7 to 28.3) of respondents aged 35 to 54 years. Data for older age strata are not reported because of very large coefficients of variation associated with the estimates. However, by 2000-2001 these differences had largely disappeared, with 30.6% (95%CI, 22.0 to 39.2) in the group aged under 35 years reporting AD use and 31.3% (95%CI, 22.8 to 39.9) in the group aged 35 to 54 years reporting AD use.
In 1994-1995, the frequency of AD use among male respondents with a past-year episode was 6.2% (95%CI, 0.0 to 13. (Table 2 ). More complex models incorporating interaction terms are not reported, since these terms did not achieve statistical significance.
Because consultations with health professionals about mental health strongly predict AD use (Table 2 ), the increasing rates of use over time might represent increased rates of consultation. However, there was no evidence in the NPHS indicating that the consultation rate was changing over time. Rates of consultation about mental health were predictably higher in patients with past-year MDEs (range 44.8% to 49.7%) than in patients without major depression (range 5.2% to 5.4%).
Polypharmacy in the treatment of major depression is usually reserved for recalcitrant cases. An evaluation of polypharmacy was not planned for this analysis, owing to the expected low rates of polypharmacy in the general population. Indeed, in 1994-1995 the proportion of the population being treated with ADs who were taking more than 1 AD was low, at 3.4% (95%CI, 0.4 to 6.4). However, this proportion increased in recent NPHS iterations, and the trend appeared to be continuing (Figure 2) . In 2000-2001, the rate of persons with a past-year MDE taking at least 2 ADs was 8.8% (95%CI, 5.2 to 12.4). Notably, wide CIs depict a sizable degree of imprecision in the estimates. NPHS respondents reported consultations with family physicians in the preceding year. It was not possible to determine the purpose or content of these visits. Interestingly, at each survey iteration approximately one-third (32.8% to 37.4%) of subjects with an MDE reported 6 or more consultations with family physicians, compared with only 14.3% to 16.0% of those without major depression. Although these estimates cannot quantify the extent of primary care management of major depression, they do emphasize the considerable extent of contact between persons with MDEs and the primary care system. In all data collection cycles since 1996, over 90% of those with MDEs reported 1 or more visits to a family physician.
The NPHS did not collect data about visits to psychiatrists. However, the proportion reporting visits to nurses, social workers, and psychologists was recorded. The survey data could not confirm that these visits specifically included treatment for major depression. Of those with MDEs, the proportion reporting 6 or more consultations with a nurse nearly doubled, from 3.7% (95%CI, 1.1 to 6.4) in 1994 to 6.2% (95%CI, 3.5 to 8.8) in 2000. In comparison, at each data collection cycle, less than 2% of those without an MDE reported 6 or more visits to a nurse. The proportion reporting 6 or more visits to a social worker also increased in this interval, from 5.6% (95%CI, 3.3 to 8.0) to 10.8% (95%CI, 6.7 to 14.9). In contrast, among those without an MDE, the proportion reporting this number of visits ranged between 1.2% and 2.5%.
The proportion of subjects with an MDE who reported 6 or more visits to a psychologist in 1994 was 6.8% (95%CI, 4.0 to 9.6), which increased slightly in 2000 to 7.9% (95%CI, 4.5 t o 11.2). As with the utilization estimates for nurses and social workers, the associated CIs were wide: data were consistent both with larger increases and with no increase in the population. Of the population members without an MDE, less than 1% reported 6 or more consultations with psychologists at all data collection cycles.
Another change documented by the NPHS involved the rate of consultation with alternative practitioners. Reasons for these consultations were not recorded in the NPHS, but it was possible to stratify the consultation rates by probable major depression status. Figure 3 presents the results. There was a general increase in the rates of consultation with alternative practitioners, but the increase was larger in those with probable major depression. In 1994-1995, the rates of consultation with alternative practitioners among persons with a recent MDE was 3.4% (95%CI, 1.8 to 5.0), which was similar to that of respondents without probable depression, at 2.7% (95%CI, 2.2 to 3.2). However, by 2000-2001 the proportions rose to 11.8% (95%CI, 7.7 to 15.9) for those with an MDE and 5.8% (95%CI, 5.2 to 6.4) for those without. In the interval covered by the NPHS, there was an approximate tripling of the rate of consultation with alternative health professionals among subjects with probable MDEs in the preceding year.
The NPHS recorded the frequency of overnight stays in hospital, but did not document reasons for these admissions. The NPHS data provided no evidence of increasing or decreasing rates of hospitalization for persons with MDEs as an aggregate group. However, when stratified for urban vs rural status, an interesting pattern emerged (Figure 4) . The data suggested an increase in rates of overnight stays in hospital for rural residents with major depression. As indicated by the width of CIs in Figure 4 , these estimates are subject to a considerable degree of imprecision.
Conclusions
This analysis identifies shifts in the pharmacoepidemiology of AD use in the Canadian population. In the late 1990s, the frequency of AD use increased. Also, the pattern of use has changed. Many of the groups with previously low frequencies of AD treatment, particularly men and persons aged under 35 years, show a disproportionate increase in the frequency of AD use. The increased use of AD medications was not mirrored by a growth in the proportion of the population reporting Rather, the data suggest a change in practice patterns, which could be related to changes in the prescribing patterns of physicians or to greater public acceptance of these medications.
Another change in prescribing patterns is evident in the frequency with which more than 1 AD was being taken: in 2000, nearly 9% of respondents taking ADs were taking more than 1 AD. There are several possible explanations for this. First, with growing use of AD medications in the treatment of major depression, clinicians may increasingly be faced with situations of inadequate response or relapse and may possibly be responding to these situations by combining ADs. Alternatively, the trend may reflect increases in the use of certain ADs for symptomatic management (for example, sedating ADs in lieu of sedative hypnotics for the treatment of insomnia) or for the treatment of comorbid psychiatric or medical disorders. However, the reasons for using specific medications were not recorded in the NPHS. Electroconvulsive therapy, another form of treatment for major depression, was not evaluated in the NPHS.
In some respects, annual period prevalence is a problematic way of evaluating treatment utilization, particularly in relation to current medication use, as evaluated in the NPHS. Having a past-year episode is not necessarily an indication of current treatment need. Canadian clinical practice guidelines recommend the continued use of AD medications for 6 months after recovery from an initial uncomplicated episode (16) . The proportion of subjects with an episode in the preceding year who are currently taking ADs may, for this reason, underestimate the proportion of people whose treatment needs have been met (17) . Also, some MDEs may resolve spontaneously or respond to nonpharmacologic treatment. Finally, since the CIDI-SFMD may be somewhat nonspecific, some episodes identified may represent adjustment disorders or grief reactions that need not be treated with ADs. For all these reasons, AD treatment rates calculated from the NPHS should not be interpreted as representing a simple proportion of the population whose treatment needs are being met. Neither should the treatment rates calculated from the NPHS be interpreted with reference to a 100% target.
Changes in patterns of health care utilization among persons with major depression are not restricted to the use of AD medications. Rates of contact with some health professionals have increased. The NPHS found an approximate doubling of the frequency with which persons reporting a MDE in the past year also reported seeing a psychologist, nurse, or social worker for 6 or more sessions. This may reflect an increase in the provision of nonpharmacologic treatment. However, the absolute frequency of such visits remained low, and the CIs were wide enough that some observed changes could be caused by chance.
Future research should look beyond the frequency with which people with depression seek or receive treatment and should examine the quality of treatment received, both with respect to medications and with respect to nonpharmacologic treatments. Such research will need to look beyond the medical system, because treatment by other professionals appears to be expanding. Résultats : L'utilisation des AD a continué de croître. Ces augmentations ont été plus importantes chez les hommes et chez les personnes de moins de 35 ans. Il y a également eu un accroissement dans la polypharmacie : en 2000, presque 10 % des personnes qui prennent un antidépresseur ont déclaré en prendre plus d'un -ce qui a triplé depuis 1994. La fréquence des consultations avec des praticiens de médecine douce a aussi augmenté. Bien que la proportion globale des personnes souffrant de dépression majeure qui déclarent consulter des professionnels de la santé à propos de leur santé mentale n'ait pas augmenté, le nombre de personnes souffrant de trouble dépressif majeur qui déclarent 6 visites ou plus à des infirmières, travailleurs sociaux et psychologues peut avoir augmenté.
Conclusion : La prestation de traitements aux AD continue de s'accroître au Canada. Cela représente probablement un changement du modèle de la pratique, étant donné que la fréquence des consultations professionnelles n'a pas augmenté. Il faut des données plus détaillées pour évaluer la mesure dans laquelle les besoins en matière de traitement sont comblés.
